87/24/2813 16:11 14237538729

FOUR 0AKS

PAGE,

B9/16

PRINTED: 07/15/2013

Coas FORM APPROVED
Division of Health Care Facilitias
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUFPLIERICIIA {(*2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
TNS005 B. WiNG 07/10/2013

NAME OF PROVIDER OR SUPPLIER

FQUR QAKS HEALTH CARE CENTER

STREET ADDRESS, QITY, STATE, ZIP CODE

1101 PERSIMMON RIDGE RD
JONESBOROUGH, TN 37659

An annual Licensure survey and complaint
investigation #31832 were com pleted on Juiy 8,
2013, through July 10, 2013. No deficlencies

were cited under Chapter 1200-8-8, Standards for
Nursing Homas.
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